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FIGURE 3. Three-Dimensional computer-generated rendering depicting
the attachment of the abnormal chordae between the dome of the left atrium
and the anterior leaflet of the mitral valve.
Brief Clinical Reportsbest of our knowledge, there are only 3 other reports of an ac-
cessory chordae tendinae located in the left atrium,10-12 with
one report describing a prolapsing chordae through themitral
aperture11 and a fibrous band tethering the anterior mitral
leaflet to the edge of the fossa ovalis.12We present an unusual
case of an accessory left atrial chordae tendinae associated
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hernia of the diaphragmYugo Tanaka, MD,a Wataru Nishio, MD,b Daisuke Hokka, MD,a Shiro Kawamura, MD,c
Etsuji Shimada, MD,c and Shuuichi Okumura, MD,c Kobe, JapanLung lobar torsion is very rare and mostly occurs after
lobectomy. We present a rare case of acute torsion of the
left lower lobe caused by chronic traumatic hernia of the
diaphragm that was successfully treated with resection of
the left lower lobe and repair of a traumatic diaphragmatic
rupture.
CLINICAL SUMMARY
A 42-year-old man was admitted to our hospital with back
pain and high fever that had been increasing for a week. His
medical history included only a motor vehicle accident that
had occurred 22 years before, causing left diaphragmatic
rupture. Repair of the diaphragmatic rupture was suggestedry c February 2010
FIGURE 1. Chest radiogram obtained on admission showing a cystic le-
sion and opacity in the left lung field.
FIGURE 2. Computed tomographic scan showing displacement of the in-
testines within the thoracic cavity and a diffuse infiltrative shadow on an air
bronchogram of the distended left lung that compressed the mediastinum.
Brief Clinical Reportsat the time, but he refused because of lack of symptoms. Af-
ter the accident, he had no trouble with daily life for 22 years.
A chest radiogram on admission demonstrated a cystic le-
sion and opacity in the left lung field (Figure 1). Computed
tomographic (CT) analysis showed a diffuse infiltrative
shadow on an air bronchogram. CT also showed displace-
ment of the intestines within the thoracic cavity and a cystic
lesion with fluid collection in the distended left lung, which
caused mediastinal shift (Figure 2). Bronchoscopy revealed
a near-complete occlusion of the left lower bronchus. The
patient was given a diagnosis of pneumonia, and antibiotics
(doripenem, 1 g/d) were systemically administered. How-
ever, his laboratory data did not indicate improvement,
and CT scanning revealed new fluid collection in the left
lung. The patient was given a diagnosis of a left lung ab-
scess, and emergency surgery was performed through
a left posterolateral thoracotomy. The maximum diameter
of the diaphragmatic rupture was 10 cm. The stomach, trans-
verse colon, and small intestine were observed in the tho-
racic cavity through this rupture. The small intestine was
strongly adhered to the left lower lobe and could not be de-
tached, and therefore a part of the small intestine was re-
sected. The congested left lower lobe was distended to
twice its normal size, resulting in compression of the medi-
astinum and the left upper lobe, and the left lower lobe ap-
peared to have torsion of 180 around the left inferior
pulmonary vein. Left lower lobectomy and repair of the di-
aphragmatic rupture were performed. The patient recovered
and was discharged on postoperative day 32. PathologicThe Journal of Thoracic and Cexamination revealed that the congested left lower lobe
had diffuse gangrenous changes, and there was no remark-
able finding in the resected small bowel.DISCUSSION
Lung lobar torsion is a very rare disorder that has been
reported to occur under 3 different circumstances as a com-
plicationof thoracic surgery, after blunt trauma, and as a spon-
taneous occurrence.1 Most cases of lung lobar torsion occur
after thoracic surgery,2,3 and published reports have docu-
mented that the incidence of postoperative lung lobar torsion
is 0.089% to 0.3%.1
To our knowledge, this is the first case report of lung lobar
torsion caused by traumatic diaphragmatic rupture. Addi-
tionally, in this case more than 20 years passed before the
onset of lung torsion, and it is a significant event to notify.
Twenty-two years later, the patient had back pain and high
fever a week before hospitalization, when lung torsion
seemed to have developed.
With regard to the occurrence mechanism, it was quite
complicated. A common inflammatory disorder in the left
thoracic cavity, such as pneumonia, might be the trigger of
all the events that occurred in this patient. Congestion of
the lung and edema of the adhered tissue around the dislo-
cated left lower lobe facilitated the development of lung tor-
sion. A distinctly lobated left lung might also affect this
occurrence.
Traumatic diaphragmatic rupture occurs in 1% to 7% of
patients with major blunt trauma and in 10% to 15% of pa-
tients with penetrating trauma.4 Approximately 90% of dia-
phragmatic ruptures occur on the left side.5 Diaphragmatic
rupture can result in ileus, respiratory distress, and cardiac
insufficiency, and therefore repair of the diaphragmatic rup-
ture should be performed as soon as possible after theardiovascular Surgery c Volume 139, Number 2 e5
Brief Clinical Reportsdiagnosis has been confirmed. In this case not treating the
traumatic diaphragmatic rupture for a long period caused
a very rare complication. Arriving at the diagnosis of dia-
phragmatic rupture was difficult because we did not consider
the possibility of diaphragmatic rupture causing lung lobar
torsion. However, torsion was suggested by the opacity ob-
served in the left lung on the chest radiogram and the near-
complete occlusion of the bronchus revealed by means of
bronchoscopy.1-3 It is important to consider that lung lobar
torsion can occur as a a result of diaphragmatic rupture,
and repair should be performed before lung lobar torsion
occurs.From the Department of Cardiothoracic Surgery,a Department of Medicine, Division
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165 cases. J Thorac Cardiovasc Surg. 1986;92:989-93.Heparin-induced thrombosis without thrombocytopeniaFrederick A. Tibayan, MD,a Lawrence L. Leung, MD,b,c Thomas A. Burdon, MD,a,d and
James I. Fann, MD,a,d Stanford and Palo Alto, CalifHeparin-induced thrombocytopenia (HIT) is a prothrombotic
complication of heparin therapy mediated by antibodies that
recognize platelet factor 4/heparin complexes and cause
platelet activation and thrombin generation. Early recogni-
tion of HIT and treatment with non-heparin anticoagulants
are essential in reducing thrombotic events, but diagnosis
of HIT in patients postcardiac surgery may be confounded
by thrombocytopenia because of bleeding, infection, drugs,
or intraaortic balloon pump counterpulsation. Furthermore,
postoperative thrombocytosis after cardiac surgery may
mask platelet consumption because of HIT.1
HIT is typically suspected in patients with thrombosis or
thrombocytopenia, usually defined as a platelet count less
than 100,000/mL or relative decrease of 30% to 50%.2-5
We present a patient in whomHIT developedwithout throm-
bocytopenia after off-pump coronary artery bypass grafting.CLINICAL SUMMARY
A 55-year-old man with coronary artery disease, diabetes
mellitus, hyperlipidemia, and hypertension presented withan acute coronary syndrome. Coronary angiogram demon-
strated multivessel coronary artery disease. He was placed
on a heparin drip. The following day, he underwent a 2-vessel
off-pump coronary artery bypass, during which he received
15,000 units of unfractionated heparin intravenously. He
was given no heparin postoperatively. On postoperative
day 2, his platelet count decreased from 213 to 168 K/mL
(Figure 1). A heparin-induced antibody test was sent, the
result of which was negative.
On postoperative day 12, computed tomography of the
chest, which was obtained to evaluate a fever, decrease in
oxygen saturation to 93%, and mild increase in heart rate,
demonstrated a saddle pulmonary embolus (Figure 2). The
patient was otherwise asymptomatic. Lower-extremity ultra-
sound showed a thrombus in the left popliteal vein. The pa-
tient was anticoagulated with intravenous argatroban after
obtaining specimens for and pending results of heparin-in-
duced antibody and heparin-induced platelet aggregation
tests. The results of the heparin-induced antibody and hepa-
rin-induced platelet aggregation were positive. The transi-
tion to oral anticoagulation with warfarin was made, and
the patient was discharged on postoperative day 28. Fol-
low-up computed tomography before discharge demon-
strated significant diminution of the pulmonary embolus.
He remained well at the 3-month follow-up.DISCUSSION
HIT is a life-threatening complication in patients under-
going cardiac surgery. Early detection and anticoagulation
may limit morbidity caused by HIT, but the diagnosis of
HIT in patients undergoing cardiac surgery is confoundedry c February 2010
